ABSTRACT A service for 300 adult asthmatics is described. Since the service was started in 1970 only one death has occurred and this patient failed to comply with treatment or advice. Two patients required intermittent positive pressure ventilation. The success of the service is founded on two facts. Firstly, the natural history of life-threatening asthma usually allowed time to change treatment at home or in a clinic and this prevented the development of the severe grades. Secondly, the great majority of asthmatics could be taught how to recognise worsening of their asthma and to communicate with a doctor who then changed the treatment. An essential feature of the service is that the patients had at all times easy access to a doctor with appropriate knowledge and attitudes. 
Despite advances in treatment, approximately 1500 patients in Britain die from asthma each year and a far greater number suffer severe disabilities. Attacks of acute severe asthma (status asthmaticus) usually respond to oxygen therapy, rehydration, and drugs. When these measures fail, intermittent positive pressure ventilation (IPPV) usually succeeds.' The disabilities of dyspnoea, cough, and disturbed sleep have been reduced by modern drug therapy. In 1970 we established an asthma service with the aim of reducing death to the minimum without recourse to IPPV. You are confined to a chair or bed, but are able to get up with moderate difficulty to make a cup of tea. Your sleep is disturbed by asthma which is notrelievedby the inhaler.
2B
You are confined to a chair or bed but are able to get up with great difficulty to make a cup oftea. You are unable to sleep. Your pulse rate is 120 per minute or more.
3
You are totally confined to a chair or bed. Your pulse rate is 120 per minute or more.
4
You are completely exhausted. Your pulse rate is 120 per minute or more. 
In each patient requiring admission the natural history followed that already described (table 2) and the patients recognised retrospectively that admission to hospital could have been avoided. Emergency calls by patients to the hospital were less than one a week but the patients never misused the service. Over 90% of the patients kept their clinic appointments.
Discussion
In 1970 we started an asthma service which now provides care for 300 patients on our register. Through the service we trained the patients to recognise worsening asthma by using a grading system and to communicate with a trained doctor early in the development of an attack so that he could prescribe appropriate treatment. We believe that the service has reduced disability, admissions to hospital, and life-threatening attacks of asthma.
However, we have no controlled studies to support this belief. Nevertheless, while only one patient on our register has died from asthma since 1970, 23 patients in this area, but not on our register, were reported to have died from asthma between 1974 and 1977.4 Our service might have prevented some of these deaths.
Life-threatening asthma has contrasting natural histories. In our patients the disease usually evolved over days or weeks but in an important minority the severe grades were reached in hours. We believe that slowly developing asthma has not been adequately studied in contrast to that which evolves quickly. Descriptions of the latter are found frequently in the literature-for example, "the fatal attack was typically short"5; "risk of death should rarely be associated with the severity of the attack and may not be related to it"6. "death from asthma may occur quickly and almost without warning"7; "overwhelming asthma develops within a very short period of time, usually within one or two hours, often less". 8 The service was derived from our studies of the natural history of severe asthma and by recognising our patients' ability to take some responsibility for their own care. One feature of the service is an "open door" policy which Dr DA Williams started in Cardiff in the 1950s (personal communication) . This requires that the asthmatic should at all times have easy access to a doctor who can assess and treat the disease, has the appropriate attitudes to asthma, and a sense of obligation to the patient.
The Whiston asthma service was developed in a general hospital with an intensive care unit. However, no specialised knowledge or equipment were required to run the service. A similar service could be run by a group of general practitioners from a health centre if they adopted an "open door" principle and the criteria for admission to hospital were jointly agreed. We hope that the widespread application of the principles described will reduce both deaths and disabilities drastically.
